According to the 2011 Australian Census, over 26 per cent of the population were born overseas. 1 Sixty-seven per cent of recent arrivals and 49 per cent of longerstanding migrants speak a language other than English at home. 1 In New Zealand, 25.2 per cent of the population in 2013 were born overseas. 2 It is widely acknowledged within Australia, New Zealand and internationally that consideration of cultural and linguistic issues is important in meeting the health needs of people from culturally and linguistically diverse (CALD) backgrounds.
In multicultural countries such as Australia, optometrists and their patients are often from different cultural backgrounds and may hold different understandings about ocular health and health-care. As such, the recently updated Optometry Australia Entry-level Competency Standards for Optometry included greater reference to cultural competence. Cultural competence refers to 'a set of congruent behaviours, attitudes and policies that come together in a system, agency or among professionals and enable that system, agency or those professions to work effectively in crosscultural situations'. A pilot study by Truong and Fuscaldo 4 found that cultural background can impact patient-optometrist clinical encounters, making culturally based differences, beliefs and values (related to ocular health) difficult to negotiate. Additionally, further development of cultural competence training in preregistration education of optometrists was recommended following the finding that Australian and New Zealand schools of optometry had variable approaches to cultural competency training. 5 This study also found some evidence indicating that students' previous exposure to cultural competency-related training was associated with better cultural awareness and sensitivity among optometric students.
While there is a paucity of research related to cultural issues within the field of optometry, research in other health professions, such as medicine and nursing, has shown the significance of cultural background on clinical encounters and health outcomes. This article will outline the significance of culture in health-care and provide a rationale for cultural competence in optometric practice, and additionally, suggest key action areas for advancing cultural competence in optometry.
WHAT IS CULTURE AND WHAT ROLE DOES IT PLAY IN HEALTH CARE?
Although definitions are contested, 'culture' generally refers to knowledge, beliefs, traditions, values, or the way of life of a particular people, society or nation. 6 Culture provides a framework through which individuals and communities interpret the world, negotiate their health behaviour and make decisions in relation to health service utilisation. It is critical to recognise that concepts such as culture, ethnicity and race should not be considered fixed or essential characteristics that people 'have' but rather dynamic processes that need to be understood through reference to place and history. 7 Understanding a person's values, beliefs and practices also means being aware of their social, historical, economic and cultural circumstances.
Health practitioners and delivery of health-care within Western countries such as Australia is dominated by the biomedical paradigm. Hence, those who understand their health within a different (non-biomedical) paradigm are likely to face difficulties accessing appropriate and available health-care. Misunderstandings and miscommunications arising from cultural differences may lead to: wrong or sub-optimal treatment; poor patient compliance; reduced access to health-care services; and poorer health outcomes/health inequalities. 8, 9 Studies have also shown how a patient's culturally and linguistically diverse background can influence practitioner communication and decision-making. 10, 11 For example, generalisations and stereotypes of patients are often made that may unintentionally influence assessments and treatment decisions.
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RATIONALE FOR ADVANCING CULTURAL COMPETENCE
Research shows that people from culturally and linguistically diverse backgrounds experience greater barriers to accessing health-care services compared to the majority of the population. 12 These barriers, which can be both basic and surface causes, are multi-level and multi-dimensional. They comprise biological, geographic, cultural, economic, political and legal factors, as well as racism, discrimination and exclusion. 13 Cultural and linguistic barriers between health-care providers and patients can affect the quality of health-care delivery and lead to poorer health outcomes and health inequities. For example, inequalities in access to ocular health services exist between Indigenous Australians and nonIndigenous Australians.
14 There is also evidence of health inequities experienced by people from culturally and linguistically diverse backgrounds in relation to medical treatment, health service use and patientprovider interactions. 15 Thus, it has been recognised by governments and institutions internationally and in Australia that access to health services by culturally and linguistically diverse groups needs to be strengthened. Cultural competence is an approach that can be used to improve the effectiveness and accessibility of health services for people from culturally and linguistically diverse backgrounds. In recent times, cultural competence has gained greater recognition in Australia and an increasing number of Australian government organisations and health professions are incorporating cultural competence in health-care service planning and professional accreditation. There are numerous frameworks and models of cultural competence and over time, the scope of cultural competence has expanded beyond the interpersonal interactions between practitioners and patients to include organisational and systemic cultural competence. Cultural competence should not only be reflected in the delivery of health services but should occur across organisational systems in general and be integral to policy, administrative practices and service delivery.
ADVANCING CULTURAL COMPETENCE IN OPTOMETRY
Given the impact of culture on health and health-care utilisation, improving cultural competence in optometric practice has the potential to improve the quality of eye care and thus, lead to better ocular health outcomes for patients from culturally and linguistically diverse backgrounds. The key recommendations for advancing cultural competence in optometry are summarised in Table 1 . These recommendations were developed by the authors based on extensive knowledge of the academic and extant literature related to cultural competence and experiences working in the field as researchers and educators.
Schools of optometry, professional associations and clinical practices should adopt a cultural competence framework or best practice guidelines (for example, the National Health and Medical Research Council's Cultural competency in health: a guide for policy, partnerships and participation 16 and/or the Association of Schools and Colleges of Optometry guidelines for culturally competent eye and vision care 17 ) to assist in guiding the implementation of cultural competence training and interventions.
Interventions to promote cultural competence should include consideration of individual, organisational and systemic factors, as the attitudes and practices of practitioners and organisations are inextricably linked. Organisations that endeavour to be culturally competent need to actively design and implement services that are appropriate and responsive to the needs of their patients. Organisational cultural competence can be evaluated by features such as: whether an organisation's mission statement acknowledges and supports cultural diversity, staff training in cultural issues is available and encouraged, and how welcoming the social and physical environment is to diverse patients.
Interventions to promote cultural competence should include assessment/evaluation to ascertain the impact and effectiveness of programs and provide opportunity for reflexivity and further enhancement of cultural competence. Engagement and consultation with cultural groups and other relevant stakeholders (for example, government, refugee advocacy groups) will help ensure that programs are culturally appropriate and relevant, as well as mindful of the local context.
CULTURAL COMPETENCE TRAINING
Cultural competence training is designed to inform health providers about the importance of understanding patients' cultural contexts, to promote positive attitudes and teach appropriate skills. There is evidence indicating that cultural competence training has a positive impact on provider awareness, knowledge and skills 18 as well as patient health outcomes; 19 however, there are limitations to cultural competence training. 20 Knowledge of patients' cultural values and practices does not mean the provider can predict behaviour and clinical outcomes. Focusing solely on a patient's cultural characteristics can distract providers from examining their own personal values, attitudes and privilege and the impact they have on the patient-provider relationship. Clinical interactions are also shaped by differences in social position and power. For example, blaming factors such as cultural difference for miscommunication and lack of compliance does little to explain the reason for such problems when they occur between patients and providers of the same culture or ethnicity.
In addition, cultural competence training solely aimed at the individual level (that is, that focuses on practitioner characteristics) may have limited impact in the broader context of organisational and structural factors. Cultural competence is multi-level and multi-dimensional and hence, action at the individual, organisational and institutional level is required.
Important issues that need to be considered when designing and implementing cultural competence training include: choosing an appropriate conceptual framework that does not promote stereotypes and fosters self-reflection; the impact of privilege (for example, White privilege a and economic privilege) and unconscious bias; and dealing with learner resistance. 21 It is also critical to understand that cultural competence is a developmental process rather than something one either possesses or not.
SELF-REFLECTION
Health practitioners, organisations and systems should be encouraged to be more selfreflective about their norms, practices and attitudes. The potential exists for those in power and authority to designate their own practices as the norm, while labelling the practices of marginalised or minority groups as abnormal. Culturally competent service provision means being able to adapt to the local context, incorporating input from practitioners and local community members and groups. It is also necessary to understand the social structures, for example, historical, economic and geographical, that interact with local behaviour and meanings.
Self-reflection should include consideration of the potential impact of conscious and unconscious bias on patient-provider interactions, clinical decision-making and health service delivery. There is evidence of the existence of discrimination by providers and organisations and that this is a contributor to health inequities. 22 Unconscious bias has been shown to be associated with poor communication on the part of health-care providers and biased clinical decision-making. 11 The evidence in this field of research suggests that it is possible for providers to unintentionally provide care that is not a White privilege refers to the unearned societal advantages, from which White people benefit, often unconsciously.
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Clinical and Experimental Optometry 100.4 July 2017culturally competent as well as for patients/ clients to be unaware of providers' biases and assumptions and their potential impact on patient-provider interactions. 23, 24 There are challenges to translating cultural competence into clinical settings and there are some limits to providing culturally sensitive care. While some practices cannot be accommodated within institutional or clinical norms, it is important to seek negotiated and mutually acceptable solutions, where possible.
CONCLUSION
Cultural differences between patients and practitioners and the dominance of the biomedical paradigm in mainstream health services can act as barriers to health service utilisation for culturally and linguistically diverse groups. Incorporating cultural competence in optometric practice can improve the quality of eye care and reduce barriers to service access and utilisation. Cultural competence interventions that encourage health practitioners, organisations and systems to be more self-reflective about their norms, practices and attitudes show promise in improving health outcomes. Achieving cultural competence is a continual process that requires multiple strategies at different levels and is vital to improving ocular health outcomes for an increasingly diverse community.
